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License No.
2541

Report for Year Ended
9/30/2019

Page of

Administrator's/Owner's Certification

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISIONMENT UNDER STATE OR
FEDERAL LAW.

I HEREBY CERTIFY that I have read the above statement and that T have examined the accompanying
Cost Report and supporting schedules prepared for Universal Healthcare Holdings LLC [facility name]}, for
the cost report period beginning October 1, 2018 and ending Septeraber 30, 2019, and that to the best of
my knowledge and belief, it is a true, correct, and complete statement prepared from the books and records
of the provider(s) in accordance with applicable instructions.

I hereby certify that T have directed the preparation of the attached General Information and Questionnaires, Schedule
of Resident Statistics, Statements of Reported Expenditures, Statements of Revenues and the related Balance Sheet of

this Facility in accordance with the Reporting Requirements of the State of Connecticut for the year ended ag

specified above.

I'have read this Report and hereby certify that the information provided is true and correct to the best of my
knowledge under the penalty of perjury. 1 also certify that all salary and non-salary expenses presented in
this Report as a basis for securing reimbursement for Title XIX and/or other State assisted residents were
incurred to provide resident care in this Facility. All supporting records for the expenses recorded have
been retained as required by Connecticut law and will be made available to auditors upon request.

Signed {Administrator) Date Signed (Owner) Date
Printed Name (Administrator) Printed Name (Owner)
Cori Knutsen Chris Wright
Subscribed and Sworn State of Date Signed (Notary Public) Comm. Expires
to before me:
/ /

Address of Notary Public

(Notary Seal)
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-1A Rev. 6/95

State of Connecticut
Department of Social Services
55 Farmington Avenue, Hartford, Connecticut 06105

Data Required for Real Wage Adjustment Page of
1A 37
Name of Facility Period Covered: From To
Universal Healthcare Holdings LLC 10/1/2018| 9/30/2019
Address of Facility
5 Greenwood Street, Hartford, CT 06106
Report Prepared By Phone Number Date
iCare Management, LLC 860-570-2140 2/15/2020
Item Total CCNH RHNS | (Specify)

1. Dietary wages paid $
2. Laundry wages paid $
3. Housekeeping wages paid $
4. Nursing wages paid $
5. All other wages paid $
6. Total Wages Paid $
7. Total salaries paid $
8. Total Wages and Salaries Paid (As per page 10 of Report) §

Wages - Compensation computed on an hourly wage rate.

Salaries - Compensation computed on a weekly or other basis which does not generally vary, based on the

number of hours worked.

DO NOT include Fringe Benefit Costs.




State of Connecticut
Annual Report of Long-Ferm Care Facility
CSP-2 Rev. 10/2005

General Information and Questionnaire
Type of Facility - Organization Structure

Phone No. of Facility [Report for Year Ended|{ Page of
860-236-2901 9/30/2019 2 37
Name of Facility (as shown on license) Address (No. & Street, City, Siate, Zip)
Universal Healthcare Holdings LLC 5 Greenwood Street, Hartford, CT 06106
CCNH RHNS (Specify) Medicare Provider No.
License Numbers: 2541 07-5250A
Type of Facility (Check appropriate box(es))
Chronic and Convalescent Rest Home with Nursing

Nursing Home only (CCNH) Supervision only (RHNS) B (Specify)

Type of Ownership (Check appropriate box)
O Proprietorship © LLC O  Partnership O Profit Corp. O Non-Profit Corp. O Government © Trust

Date Opened Date Closed
H this facility opened or closed during report year provide:

Has there been any change in ownership

or operation during this report year? O Yes ® No If "Yes," explain fully.

Administrator

Name of Administrator Nursing Home

Cori Knutsen Administrator's 2117
License No.:

Other Operators/Owners who are assistant administrators (full or part time) of this facility.

Name License No.:




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-3 Rev. 10/2005

General Information and Questionnaire

Partners/Members
Name of Facility License No. Report for Year Ended Page  of
Universal Healthcare Holdings LLC 254119/30/2019 3 | 37
State(s) and/or Town(s) in
Legal Name of Partnership/LIC Business Address Which Registered
Universal Healthcare Holdings LLC 5 Greenwood Street, Ct
Hartford, CT 06106
Name of Partners/Members Business Address Title Y% Owned
Creative Invesiment LLC 341 Bidwell Street, Manchester, CT Member 45
06040
Sitver Investment LLC 341 Bidwell Street, Manchester, CT Member 45
06040
Vantage Capital Investors LL(}1341 Bidwell Street, Manchester, CT ~ [Member 8
06040
Active Investments LI.C 341 Bidwell Street, Manchester, CT Member 1
06040
B&M Advisors LLC 341 Bidwell Street, Manchester, CT Member 1

06040




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-3A Rev. 10/2005

General Information and Questionnaire

Corporate Owners

Name of Facility
Universal Healthcare Holdings LLC

2541 9/30/2019

License No. Report for Year Ended

Page  of
3A | 37

If this facility is owned or opt—:rated as a corporation, provide the following information:

Legal Name of Corporation

Busmess Address

State(s) in Which Incorporated

Name of Directors, Officers

Business Address

Title

No. Shares
Held by Each

Names of Stockholders Owning at Least 10%
of Shares




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-3B Rev. 10/2005

General Information and Questionnaire
Individual Proprietorship

Name of Facility License No. Report for Year Ended Page  of
Universal Healthcare Holdings LLC 2541 9/30/2019 3B | 37

If this facility is owned or operated as an individual proprietorship, provide the following information:

Owner(s) of Facility
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-5 Rev. 9/2002

General Information and Questionnaire
Basis for Allocation of Costs

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings L1.C 2541 9/30/2019 5 | 37

If the facility is licensed as CDH and/or RCH or provides AIDS or TBI services with special Medicaid rates, costs
must be allocated to CCNH and RHNS as follows:

Item Method of Allocation

Dietary Number of meals served to residents

Laundry Number of pounds processed

Housekeeping Number of square feet serviced
Number of hours of routine care provided by EACH

Nursing emplovee classification, 1.e., Director {or Charge Nurse),
Registered Nurses, Licensed Practical Nurses, Aides and
Attendants

Direct Resident Care Consultants Number of hours of resident care provided by EACH
specialist (See listing page 13)

Maintenance and operation of plant Square feet

Property costs (depreciation) Square feet

Employee health and welfare Gross salaries

Management services Appropriate cost center involved

All other General Administrative expenses Total of Direct and Allocated Costs

The preparer of this report must answer the following questions applicable to the cost information provided.

1. In the preparation of this Report, were all If "No," explain fully why such allocation was
: ® Yes O No
costs allocated as required? not made.

2. Explain the allocation of related company expenses and attach copy of appropriate supporting data.

3. Did the Facility appropriately allocate and self-disallow direct and indirect costs to non-nursing home cost centers?
(e.g., Assisted Living, Home Health, Outpatient Services, Adult Day Care Services, etc.)

® Yes O No If "No," explain fully why such allocation was
not made.
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-7 Rev. 6/95

General Information and Questionnaire
Accounting Basis

Name of Facility License No. Report for Year Ended
Universal Healthcare Holdings 114 2541 9/30/2019

Page of

The records of this facility for the period covered by this report were maintained on the following basis:

® Accrual O Cash O Modified Cash

Is the accounting basis for this
period the same as for the @ Yes
previous period? O No

If "No," explain.

Independent Accounting Firm

Name of Accounting Firm
1 OConnor, Davies LLP

Address (No. & Street, City, State, Zip Code)
100 Great Meadow Road, Ste 401, Wethersfield, CT 06109

2
3
4
Services Provided by This Firm (describe fully )
1 Taxes, financial statements, accouniing support 3
2 $
3 $
4 3
Charge for Services Provided
$
Are These Charges Reflected in the Expenditure Portion of This Report? If Yes, Specify Expense Classification and Line No.
@ Yes O No {15D
Legal Services Information
Name of Legal Firm or Independent Attorney Telephone Number

1 iCare Health Management, LLC

2 Starble and Harris

3 Durant Nichols / Robinson & Cole, LLP

4 Various others (American Arbitration , Various Arbitration, Murtha Cullina,Jackson Lewis))
5  Starble and Harris, iCare Health Management LLC

860-570-2140
860-678-7775
860-275-8200

860-678-7775 & 860-570-2140

Address (No. & Street, City, State, Zip Code )
1 341 Bidwell Street, Manchester CT

2 32 Main Street, Avon, CT

3 280 Trumbull St, Hartford, CT

4

5

32 Main Street, Avon, CT & 341 Bidwell Street, Manchester CT

Services Provided by This Firm (describe filly )

1 Lease and contract issues, general legal advice, Labor Law $ 13,792
2 Lease and contract issues, general legal advice, union funds advice $
3 Employment law, arbitrations, coniract negotiations $
4 Employment Arbitrations, healthoare law 3 3,162
5 Conservatorships & Collections 3 1,534
Charge for Services Provided
$ 18,487

Are These Charges Reflected in the Expenditure Postion of This Report? If Yes, Specify Expense Classification and Line No.
15E
® Yes O No
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State of Comnecticut

Annuai Report of Long-Term Care Facility

CSP-9 Rev. 972002

Schedule of Resident Statistics (Cont'd)

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 5/30/2019 9 37
4. Were there any changes in the certified bed capacity during the report year? O Yes ® No
IE"YES", provide the following information:
Place of Change Change in Beds Capacity After Change
Date of [|CCNHiRHNS| (Specify) Lost Gained
Change .
| @ {3) Ol @ | & O { @] 3y |CCNH| RHNS {Specify) Reason for Change

5. If there was any change in certified bed capacity during the report year (as reported in item 4 above) provide the number of
RESIDENT DAY'S for 90 days following the change.
Change in Resident Days CCNH RHNS {Specify)
1st change
2nd change
3rd change
4th change
6. Number of Residents and Rates on September 30 of Cost Year
Medicare Medicaid Self-Pay Other State Assisted
Ttem CCNH CCNH RHNS CCNH RINS (Specify) R.C.H. ICF-MR
No. of Residents 5 134 2
Per Diem Rate :
a. One bed rm. 385.00 253.00 359,00
b. Two bed rms,
¢. Three or more
bed rms.
7. Total Number of Physical Therapy Treatments TOTAL CCNH RHNS (Specify)
A Medicare - Part B
B. Medicaid (Execlusive of Part B)
1. Maintenance Treatments
2. Restorative Treatments 2,376 2376
C. Other 2,403 2,403
3. Total Physical Therapy Treatinents 7,043 7,043
8. Total Number of Speech Therapy Treatments
A. Medicare - Part B
B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments
2. Restorative Treatments
C. Gther 124 124
D. Total Speech Therapy Treatments 400 400
9. Total Number of Occupational Therapy Treatments

A, Medicare - Part B

B. Medicaid (Exclusive of Part B)
1. Maintenance Treatments

283

253

2. Restorative Treatments 2,224 2,224
C. Other 2,611 2,611
D. Total Occupational Therapy Treatments 3,121 8,121




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-10 Rev. 9/2002

Report of Expenditures - Salaries & Wages

A, Salaries and Wages*
1. Operators/Owners (Complete also Sec, |
of Schedule Al)

2. Administrator(s) {Complete also Sec. IIf
of Schedule Al)

3. Assistant Administeator (Complete also Sec. IV
of Schedule Al}

4, Other Administrative Salarics (telephone
operator, clerks, receptionisis, etc.)

5. Dietary Service

90,186

141,001

1,173

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 10 37
Are lime records maintained by alf individuals receiving compensation? ® Yes O No
Total Cost and Hours
Item CCNH Hours RHNS Hours {Specify) Hours

6. Housekeeping Service
a. Head Housekeeper

a. Head Dietitian 22,521 709
b. Food Service Supervisor 33,551 1,402
¢. Dietary Workers 281,954 14,870

b. OGther Housekeeping Workers

7. Repairs & Maintenance Services

a, Engineer or Chief of Maintenance 41,072

1,464

b. Other Mainteniance Workers
8. Laundry Service
4. Supervisor

46,309

2,745

b. Other Laundry Workers

9. Barber and Beautician Services

10. Protective Services
11. Accounting Services
a. Head Accountant

b, Other Accountants

12. Professional Care of Residents

a. Directors and Assistant Director of Nurses
b. RN
1. Direct Care

2. Administrative**
¢. LPN

1. Direct Care

1,000,769

2. Administrative®*

Aides and Aftendants 1,310,993

Physical Therapists

Speech Therapists

Occupational Therapists

Recreation Workers
Physicians
1. Medical Director

70,108

=l | oo (e

3,248

2. Utilization Review

3. Resident Care*#*
4. Other (Specify)

Dentists

i
k. Pharmacisis
. Podiatrists

m. Social Workers/Case Management 56,769

2,016

1. Marketing
0. Other (Specify)
See Attached Schedule

38,508

2,339

A-i3. Total Salary Expenditures

3,656,023

149,653

* Do not include in this section any expenditures paid to persons who receive a fee for services rendersd or who are paid on a contract basis.

** Administrative - costs and hours associated with the following positions: MDS Coordinator, Inservice Training Coordinator and

Infection Control Nurse. Such costs shall be included in the direct care category for the purposes of rate setting.
**% This item is not reimbursable fo facility. For Title 19 residents, doctors should bill DSS directly. Also, any costs for Title 18 and/or other

private pay residents must be removed on Page 28.



Schedule of Other Salaries and Wages (Page 10)

RHNS

(Specify)

Attachment Page 10/13

Pasition b Hours Hours $ Hours
UNIT SECRETARIES SALARIES - B i R T
MEDICAL RECORDS SALARIES ST 00T $ : -
CENTRAL SUPPLY SALARIES - L T Vil 18401 CES - -
RESPIRATORY THERAPY: SALARIE_Sj_" T s e : i
Total 7. R o -

Schedule of Other Fees (Page 13)

Service

RHNS

(Specify)

MEDICAL RECORDS: CONTRACT SERVICE T ke

Hours

Hours

ADMISSIONS C/S LABOR

BT -
CENIRAL SUPPLY. ACT. : e : L
ADMINISTRATIVE CONTR CT_SERV_I@_, ABOR A I s asan :
RESPIRATORY THERAPY CONTRACT SERVICES - Ts -
PHYSICAL THERADPY ¢/8 MEDICIAD' Je T
SPEECH THERAPY C/S Medioaid - © - 1 o § s :
OCCUPATIONAL THERAPY C/S MEDICIAD o 34 833 R -

s

310,077:)
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State of Connecticuf
Annual Report of Long-Term Care Facility
CSP-13 Rev. 9/2002
B. Report of Expenditures - Professional Fees

*B. Direct care consultants paid on a fee

for service basis in lieu of salary

(For all such services complete Schedule B1)
. Dietitian

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 13 | 37
Total Cost and Hours
Ttem CCNH Hours RHNS Hours (Specify) Hours

Dentist

Pharmacist 16,394 228

Podiatrist
Physical Therapy
a. Resident Care 48,249 733

S Bl Sl L o

b, Other

6. Social Worker 62,939 1,202

~

Recreation Worker 13,047 [354Cable

8. Physicians

35+Cable

a. Medical Director (entire facility)
b. Utilization Review 5
(Title 18 and 19 only) monthly meeting

¢. Resident Care**
d. Administrative Services facility
1. Infection Control Committee
{Quarterly meetings)

2. Pharmaceutical Commttee
{Quarterly meetings)

3, Staff Development Committes
{Once annually}

e. Other (Specify)

Phystcian Care Contract Services

8. Speech Therapist
4. Resident Care 6,761 8%
b, Other
10. Occupational Therapist
a. Resident Care 66,199 732
b. Other
11. Nurses and aides and attendants
a. RN
1. Direct Care 9,483 30
2. Administrative®** 1,520
b. LPN :
1. Direct Care 4,747 113
2. Administrative®*#
¢. Addes
d. Other
12. Other (Specify)
See Atiached Schedule 210,077 4,429
B-13 Total Fees Paid in Lieu of Salaries 381,342 9,451

* Do not include in this section management consultants or services which must be reported on Page 16 item M-12 and supported by required information, Page 17.
** This item is not reimbursable to facility. For Title 19 residents, doctors should bitl ISS directly. Also, any costs for Title 18 and/or other private pay residents must

be removed on Page 28,

*®* Administrative - costs and hours associated with the foliowing positions: MDS Ceordinator, Inservice Training Cootdinator and Infections Control Nurse. Such

costs shall be inciuded in the direct care category for the purposes of rate setting,



State of Connecticut

Annual Report of Long-Term Care Facility

CSP-14 Rev. 6/95

Report of Expenditures
Schedule BI - Information Required for Individual(s) Paid on Fee for Service Basis®

Name of Facility
Universal Healthcare Holdings LLC

License No.
2541

9/30/2018

Report for Year Ended Page of

14 | 37

Related** to Owners,

Name & Address of Individual Full Explanation of Service Operators, Officers Expianation of Relationship
Yes No
Tocuhpoints Therapy Therapy ® Common Ownership
Chelsea Place, Chestnut Point, Kettle Brool, Shared Employees Common Ownership
Trinity Hill, Wintonbury, Farmingfon, Siiver
Pharm Scripts Plsarmacy Contract
Guardian Consulting Srv Pharmacy Consulting

Healthdrive Physician Services

Audiology, Dental and Podiatry

Ready Nurse, Nurse Network

Nursing peol (RN, LPN,CNA)

Stearling Physician

Medical Director

Dr. Ramirez Gilberto

Medical Director

clo|lo|lOo|lO|lO|O|OC|OCIO|l0OIO}0QO]0O|0O|O|l]O|0C|0O|0O|®

eleo|le ||| 6| | 0|® ®||OIGIOG|G|O|®|@ @GO O

* Use additional sheets if necessary.

** Refer to Page 4 for definition of related.




State of Connecticuf

Annual Report of Long-Term Care Facility
CSP-15 Rev. 9/2018

C. Expenditures Other Than Salaries - Administrative and General

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings L1.C 2541 9/30/2019 15 37
Item Total CCNH RHNS {Specify)

1. Administrative and General
a. Employee Health & Welfare Benefits

1. Workmen's Compensation $ 141,647 141,647
2. Disability Insurance $
3. Unemployment Insurance $
4. Social Security (F.1.C.A) $ 346,501 346,501
5. Health Insurance 5 699,506 699,506
6. Life Insurance (employees only) :

(not-owners and not-operators) $
7. Pensions (Non-Discriminatory) 230,290 230,290

=5

{not-owners and not-operators)
8. Uniform Allowance
9. Other (Specify)

See Attached Schedule

b. Personal Retirement Plans, Pensions, and
Profit Sharing Plans for Owners and
Operators (Discriminatory)*

Bad Debis*

Accounting and Auditing

Legal (Services should be fully described on Page 7)
Insurance on Lives of Owners and

Operators (Specify )*

O ©

18,487 18,487

~lo lale

& | 5|0 |5

Office Supplies

&5

=l

Telephone and Cellular Phones
1. Telephone & Pagers

2. Cellular Phones

1. Appraisal (Specify purpose and
attach copy y*

7,003 7,003
754 754

° ||

o+

Corporation Business Taxes (franchise tax)
k. Other Taxes (Not related to property - See Page 22)

1. Income*
2. Other (Specify)
See Attached Schedule L
3. Resident Day User Fee $ 690,465 690,465
Subtotal $| 2173212 2,173,212

* Facility should self-disaflow the expense on Page 28 of the Cost Repoxt. (Carry Subtotals forward to next page)



*** DO NOT Include Holidav Parties / Awards / Gifts to Staff

Schedule of Other Employee Benefits

Description

CCNH

Attachment Page 15

RHNS

=3

Specify)

ool ogate

Schedule of Other Taxes

Description

S S

(Specify)

-

INTERNETEXPENSES

Tﬂtal T




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-16 Rev. 9/2002

C. Expenditures Other Than Salaries (cont'd) - Administrative and General

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 16 37
Item Total CCNH RHNS (Specify)
Subtotals Brought Forward: | 2,173212{ 2,173,212

1. Travel and Entertainment

Resident Travel and Enfertainment

Holiday Parties for Staff

Gifts to Staff and Residenis

Employee Travel

229

229

Education Expenses Related to Seminars and Conventions

1,781

1,781

SHOV U R D

Automobile Expense (not purchase or depreciation )

Other (Specify)
See Attached Schedule

AR R R R R Rl e R o]

858

m. Other Administrative and General Expenses

858

1. Advertising Help Wanted (all such expenses ) $ 9,219 9,219
2. Advertising Telephone Directory (afl such expenses )**¥% $
3. Advertising Other (Specify Y*** $| 10,566 10,566
See Attached Schedule ':
4. Fund-Raising***
5. Medical Records
6. Barber and Beauty Supplics (if this service is supplied
directly and not by contract or fee for service)***
7. Postage $ 3,128 3,128
* 8. Dues and Membership Fees to Professional 3 2,543 2.543
Associations (Specify )
See Attached Schedule
8a. Dues to Chamber of Commerce & Other Non-Allowable Org. ***
9. Subscriptions
10. Contributiong***
See Attached Schedule
11. Services Provided by Contract (Specify and Complete
Schedule C-2, Page 21 for each firm or individual)
12, Administrative Management Services** 233,851 233,851
13. Other (Specify) 13,290 13,290
See Attached Schedule

C-14 Total Administrative & General Expenditures

2,513,759

2.513.759

* Do not mnclude Subscriptions, which should go in item 9.
** Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
*¥* Facility should self-disaliow the expense on Page 28 of the Cost Report.




Aftachment Page 16

Schedule of Otleer Travel and Entertalnment

Description (S;lecifl.i]

i $ ': [

Toti Qther. Travel and Extertalnmé

Schedule of Other Advertising

Description CCNH RHNS {Specify)
COMMUT\JI(_IA”I‘[ONSSPEC]AL'EV‘EN?I‘S-'-""' LA R e Y

Totat Othier Advertising. = = 50

Schedule of Dues

Descripﬂon
ALTCFM -

CAHCE Dués :
OTHERDUES +175 7"

RHNS __(Specity

Tutal Dues

Schedule of Coniributions

Description ] _ i - ] __ CONH RHNS (Specify)
P e R LT T

Total Costribistlonis =~

Sclredule of Other Administrative and General

Descripiton
SOCTAL SERVICE SUPPLIES:
SOC §VC MINOR BOUiPMENT.
ADMRNISTRATIVE MINGR: I-:QUIPME:NT
EMPLOYEE RELATIONS. 0.7 07 :
EMPLOYER RELAIIONSOTHER T R
PERMITS & LICENSES S
VOLUNTEER. I;‘XPENSE
BANK FEES. . " wiis
CMS REVISIT USER FHES
PENALYIRS -
LATE'FEES!
INTERNET EXPENSES
Rcundm_g S

——Speclly)

AR -

[E5 VS [P TP (V0 PP e

e

S LR P PP T PR PP P PP ) P

T on v es

Total Other’ Adiningsivative and General < . .




State of Connecticut

Annual Report of Long-Term Care Facility

CSP-17 Rev. 10/97

Schedule C-1 - Management Services*

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LL.C 2541 9/30/2019 17 37
Cost of Indicate Where Costs
Name & Address of Individual or Management | Full Description of Mgmt. Service | are Included in Annual
Company Supplying Service Service Provided Report Page #/Line #
1Care Management, LLC/iCare Health 233,851 |Management of financial Pg 16 M12
Management, 1.1.C statements, A/R, A/P, Payroll,
Financial Accounting and
Management, Clinical
iCare Management, LLC/iCare Health 132,048 [MANAGEMENT FEES- DIRECT [Pg 20 |
Management, LLC CARE
iCare Management, LLC/iCare Health 18,484 IMANAGEMENT FEES- Pg20j
Management, LLC INDIRECT CARE

* In addition to management fees reported on page 16, line m12 include any additional management company
charges or allocations of home office overhead costs reported elsewhere in the Annual Report.




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-18 Rev, 92018

C. Expenditures Other Than Salaries (cont'd) - Dietary Basis for Allocation of Costs (See

Note on Page 5)
Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 18 | 37
Iiem Total CCNH RHNS (Speaify)
2.  Dietary
a. In-House Preparation & Service :
1. Raw Food $ 189,352 189,352
2.  Non-Food Supplies h) 12,687 12,687
3. Other (Specify) $ 19,853 19,853
DIETARY SUPPLEMENTS g
b. Purchased Services (by contract other
than through Management Services)
{Complete Schedule C-2 att. Page 21)
¢. Other (Specify)
DIETARY MINOR EQUIPMENT
2D, Total Dietary Expenditures (2a+b+c+d) 227,522 227,522
2E, Dietary Questionnaire Total CCNH RHNS {Specify)
F.  Resident Meals: ITotal no. of meals served per day:* 270 270
G. Is cost of employee meals included in 2D? O Yes ® No
H. Did you receive revenue from employees? O Yes ® No Lt;]ies, specify
I.  Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of meals provided to persons other If ify
J.  than employees or residents (1.e., Board O Yes ® No ytes, Spec
Members, Guests) included in 2D? COst-
K. Is any revenue collected from these people? O Yes @ No g}fs’ specify
Where is the revenue received reported in the Cost Report? (Page/Line Item)
Is cost of food {other than meals, e.g., snacks I iy
M. at monthly staff meetings, board meetings) O Yes ® No ytes, Spect
provided to employees included in 2D? cost.
Is any revenue collected from employees? O Yes @ No fﬂfs’ specify
0. Where is the revenue received reported in the Cost Report? (Page/Line Item)

* Count each ray served to a resident at meal time, but do not count liquids or other "between meal"” snacks,




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-19 Rev. 972018

C. Expenditures Other Than Salaries (cont'd) - Laundry Basis for Aliocation of Costs

(See Note on Page 5)
Name of Facility License No. Report for Year Ended | Page of
Universal Healthcare Holdings LL.C 2541 9/30/2019 19 | 37
Item Total CCNH RHNS (Specify)
3. Laundry
a. In-House Processing® Lbs.
1.  Bed linens, cubicle curtains, draperies,
gowns and other resident care items Amt. § 104 104
washed, ironed, and/or processed. ***
2. Employee items including uniforms, Lbs.
gowns, elc, washed, roned and/or
L
processed. Amt. §
3. Personal clothing of residents Lbs,
; ok k
washed, ironed, and/or processed. Amt. §
4. Repair and/or purchase of linens. ¥** Lbs.
Amt. $
b. Purchased Services (by contract other ¥ 247,397 247,397
than through Management Services)
(Complete Schedule C-2 att. Page 21)
c. Other (Specify)

LAUNDRY MINOR EQUIPMENT

3D. Toral Laundry Expenditures (3a+b+c) 247,501 247,501
3E. Laundry Questionnaire
. . Ifyes,
F. Is cost of employee laundry included in 3D? O Yes ® No specify cost,
. . fyes
? 3
G.  Did you receive revenue from employees? O Yes ® No specify amt.
H. Where is the revenue received reported in the Cost Report? {Page/Line Item)
Is Cost of laundry provided to persons other Tfyes,
L than employees or residents included in 3D? O Yes ® No specify cost.
J.  Did youreceive revenue from these people? O Yes ® No Ifyes’
specify amt.
K. Where is the revenue received reported in the Cost Report? (Page/Line Item)

* Do not include salaries from page 10 as part of dollar values recorded in 1,2, 3, and 4.
All allocations should add to total recorded in 3D.
*#% Pounds of Laundry only required for multi-fevel facilities.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-20 Rev. 9/2018

C. Expenditures Other Than Salaries (cont'd) - Housekeeping and Resident Care
Basis for Allocation of Costs (See Note on Page 5)

Name of Facility License No. |Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 5/30/2019 20 37
Item Total CCNH RHNS (Specify)
4. Housekeeping Sq. Ft. Serviced
a. In-House Care by Personnel
1. Supplies - Cleaning (Mops, Amt. $ 17,221 17,221

pails, brooms, etc. )
b. Purchased Services (by contract other | sq. Ft. Serviced
than through Management Services) | by Personnel

(Complete Schedule C-2 att. Amt. $ 263,107 263,107
Page 21)
C. Other (Specifyy) $

HOUSEKEEPING MINOR EQUIPMENT

AD. Total Housekeeping Expenditures (4a+b+¢)
5. Resident Care {Supplies)**
a. Prescription Drugs***

| 280328 ] |

280,328

1. Own Pharmacy $
2. Purchased from $
PHARMACY L L |

b, Medicine Cabinet Drugs $ 10,353 10,353
¢. Medical and Therapeutic Supplies $ 100,113 100,113
d. Ambulance/Limousine*** § 694 694
e. Oxygen

1. For Emergency Use $ 4,321 4321

2. Other**¥
f X-rays and Related Radiological

Procedures***

g. Dental (Not dentists who should be included under
salaries or fees)

h. Laboratory***

Recreation

2,994 2,994

-

Indirect Management Services*
Other (Specify)****
See Attached Schedule
SM. Total Resident Care Expenditures (5a - 5) 407,136 407,136
* Schedule C-1, Page 17 must be fully completed or this expenditure will not be allowed.
** Do not include any fees to professional staff, these should be reported on Page 13, or, if paid on salary basis, on Page 10.
*xx Facility should self-disallow the expense on Page 29 of the Cost Report.

#rkk ICFMR's should provide a detailed schedule of alt Day Program Costs.

$
$
Direct Management Services* b
$
$

e et

197,767 197,767




Schedule of Other Resident Care

Description

Attachment Page 20

{Speclfy)

NURS]NG ADMIN SUPPLIES

as|

MEDICAL RECORDS I\/IINOR EQUIPMENT

TTreml

MANAGEN[ENT ALLOCATIGNS DIRECT -~

NON- COVERED PPSDR: VISITS

lel=lelste

(=)
&0

BT

RESIDENT CARE SUPPLIES -

(=
d:
O

i tes | 4n om e |Be | ej-:«

CENTRAL SUPPLYMEZ\IOREQUIPMENT e R
PERSONAL CARE SUPPLIES - :

&

]NCONTINENCY SUPPLIES' '

VACCINE RESIDENTS |

PATIONT SPECIAL NEEDS .

PHY SICAL THERAPY_ SUPPLIES

PHY SICAL THERAP EQUIPMENT RENT

PHY SICAL THERAPY MINOR EQUIPMEN

||| | o [ o o on fom |onilon Jem fon

ACTIVITEES SUPPLIES

ACTIVITIES MINOR. EQUIPB/IENT vk

MANAGEMENT ALLOCATION JIQDIRFCT o

ADMISSIONS SUPPLIES.

MEDICAL COURERSERVICES FOR SPECIAL PRESCRIPTIONSE

STRIKE COSTS NON REIMBURSABLE

e fenfes e [en [on [on [onlen Jon fos Joo [onifen [oo [enfen

Total Ofher. Resident Care
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State of Connecticut
Annual Report of Long-Term Care Facility
CSP-22 Rev. 6/95

C. Expenditures Other Than Salaries (cont'd) - Maintenance and Property

Name of Facility License No.  |Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 22 | 37
Item Total CCNH RHNS (Specify)

6. Maintenance & Operation of Plant

a. Repairs & Maintenance $ 33,555 33,555

b. Heat $ 12,710 12,710

c. Light & Power $ 138,870 138,870

d. Water $ 38,356 38,356

e. Equipment Lease (Provide detail on page 6) $ 2,100 2,100

f.  Other (itemize) $ 71,550 71,550

See Attached Schedule e

6g. Total Maint. & Operating Expense (6a - 6f) $ 297,141 297,141
7. Depreciation (complete schedule page 23%*)

a. Land Improvements $

b. Building & Building Improvements $

¢. Non-Movable Equipment $

d. Movable Equipment $ 11,200 11,200
*7e. Total Depreciation Costs (7a+b + ¢+ d) $ 11,200 11,200
8. Amortization (Complete att. Schedule Page 24%)

a. Organization Expense $

b. Mortgage Expense $

c. Leasehold Improvements $ 143 143

d. Other (Specify) $
*8e. Total Amortization Costs (8a+b + ¢+ d) $ 143 143
9. Rental payments on leased real property less

real estate taxes included in item 10b $ 194,672 194,672
10. Property Taxes

a. Real estate taxes paid by owner $

b. Real estate taxes paid by lessor $ 193,646 193,646

c. Personal property taxes $ 38 38
11. Total Property Expenses (7e + 8e+ 9+ 10) $ 399,701 399,701

* Amounts entered in these items must agree with detail on Schedule for Depreciation and Amortization Page 23 and Page 24,



Schedule of Other Repairs and Maintenance

Description

Attachment Page 22

RHNS

(Spec;fy)

PLANT SUPPLIES: U 12933 | $ o
PLANT CONTRACT SERVICE LABOR o s o
ELEVATOR CONTRACT SERVICE R Tg
FIRE/SPRINKLER CONTRACT SERViCE o 7830 B :
LANDSCAPING CONTRACT SERVICE =~ 9,503 s
SNOW REMOVAL CONTRACTSERVICE -~ 0 g o 8178 s .
TRASH REMOVAL CONTRACT SERVICE ..~~~ 12,002 | g
HVAG CONTRACT SERVICE _' s
SECURITY CONTRACT SERVICE _ Caf s :
PLANT CONTRACT SERVICE OTHER 122561 - s

‘ AER 8,029 F
RENT AUTO _ e IR
RENT EQUIPMENT g1 1
RENT OTHER """" ol s
Total Other Repairs and_Mamtcnance LTLASe LS s g R
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Attachrnent Page 23
Schedule of Land Improvements Acquired during this report period
Useful
Acquisition Date Description of Item Cost Life Depreciation

Additions;

Totat adaitions for Land Tmprovements |

Deletions:

T@t_a!_ hg!qtid11s.fér':Laﬁ&:-iilipfoveiﬁénis -

*Ties to Page 23, Line A3
**Ties to Page 23, Line A2

Schedule of Building Improvements Acquired during this report period

Acquisition Date Description_of Item

Cost

Useful
Life

Depreciation

Ad_diti_qns:

Total additions for B Improvements : .~

Deletions: __

Total deletions for Build

*Ties to Page 23, Line B3
**Ties {0 Page 23, Line B2

Schedule of Non-Movable Equipment Acquired during this report period

Acquisition Date Description of Ttem

Cost

Useful
Life

Depreciation

Additions:

Total additions for Non:Movable Equipment ..

Deletions:

Tolal deletions for Non=Movable Equipment. "> 0 &

R L

*Ties to Page 23, Line C3
**Ties to Page 23, Line C2

Attachment Pages 23 24



Scheduie of Movable Equipment Acquired during this report period

Acquisition Date

Description of Iiem

Cost

Useful
Life

Depreciation

Adilitions:

/2502019

Tsonn]

e

H26/3T

" |Floor Lifi: Diréct: Supply

g PurchasePropsﬂy Rct&&Rtegc PR T

e

A

o
42

227015

iaed&,Mauwss \flcdkna

2,630:

v

507

120197

~120

382019,

1 '6',.247: R

Sep.

Leas

31172019

D:gtal Lift Scalc Dirgct Supply

S 4,854 Tl

o1

i3

Y018

g '-7,:328-: T

ot

427

T162019

- Rebult Ummac Washer: Dame!s Equ

“Matitess: Direct Supply

ERCES

$

3

g0

R IR ET
s

s

$

$

9/19/2016

' -'-:Fumuura'wxsl\dason. Canl

7591 ]

i

: T8

9/25/3019

11450‘.? S

6]

33142019

Bed: Medlme

2510

eb

s o5l

RIS

-menputer primg Gare, - o T

.4,495 i

Tal

§ s

Jos leafaafon ton |on |on fenilen (on

136

L U1,513.50

32812019 - 7

-_'Com utc‘PmncCarej:::E' L

Y

Total additions for Movible Tquipment

TTs6

11,000

Deletions:

T.ufal.‘d.el'etibﬁs-for_-_M_ovable :E:quip!pe.n.t- S

*Ties {o Page 23, Line D2c
**Ties to Page 23, Line D2b

Schedule of Leaschold Improvements Acquired during this report period

Acquisition Date

Description of Item

Useful
Life

Prepreciation

Addltlons

S/S1019.

E Elé'cti'iéal'Up:gI'adé 'i)fcéis'iu'n‘ﬂeclﬁcalf S

8."14/2019 :

71202019

: Ref_'mgaramr Doors_HPC Fo )

208 a1

T

Total addivions.

7 ensehold Tmprovement

TR

De]etiur_ls:

“Tatal deletions for Leasehold Tmprovement,

*Ties to Page 24, Line C3
**Ties to Page 24, Line C2

L

LY

Attachment Pages 23 24
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State of Connecticut
Annual Report of Long-Term Care Facility
C8P-25 Rev, 92002

C. Expenditures Other Than Salaries (cont'd) - Property Questionnaire

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 25 | 37
11. Property Questionnaire

Part A

Is the property etther owned by the Facility O Yes ® No If"Yes," complete Part B.

or leased from a Related Party?*

*If any owner or operator of this facility ts related by familty, marriage, ownership, ability to control or
business association to any person or organization from whom buildings are leased, then it is considered a

related party transaction.

Total Licensed Bed Capacity

150

Square Footage

54,138

Description Total
1. Date Land Purchased
2. Date Structure Completed
3. I NOT Original Owner, Date of Purchase 0111119
4. Date of Initial Licensure 01/11/19]
5.
6.
7.

Acquisition Cost
a. Land

b. Building

Part B - Owner and Related Parties

lst Mortgage |2nd -Mortgage

1. Financing
Type of Financing {e.g., fixed, variable)

If "No," complete Part C.

3rd Mortgage

4th Mortgage

Date Mortgage Obtained

Interest Rate for the Cost Year

Term of Morlgage (number of years)

Amount of Principal Borrowed

o Rie O e

Principal balance outstanding as of

Cnmplete if Morigage was Refinanced
During Current Cost Year

Type of Financing {e.g., fixed, variable)

Date of Refinancing

New Interest Rate

Term of Mortgage (number of years)

Amount of Prineipal Borrowed

e e e

Prineipal Outstanding on Note Paid-Off

Part C - Arms-Length Leases for Real Property Improvements Only

Name and Address of Lessor

Property Leased Date of Lease

Term of Lease

Annual Amount of Lease

Note: Be sure required copies of keases are attached to Page 25 and real estate taxes paid by lessor are included on Page 22, Item 10b.



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-26 Rev. 6/95

C. Expenditures Other Than Salaries (cont'd) - Interest

Name of Facility License No,
Universal Healthcare Holdings LLC 2541

Report for Year Ended
9/30/2019

Page of

26

| 37

ftem

Total CCNH

RHNS

(Specify)

12, Interest
A, Building, Land Improvement & Non-Movable
Equipment
1. First Mortgage

Name of Lender

Address of Lender

2. Second Mortgage

Name of Lender

Address of Lender

3. Third Mor{gage

Name of Lender

Address of Lender

4. Fourth Mortgage

Name of Lender

Rate

Address of Lender

B. CHEFA Loan Information

1. Original Loan Amount

2. Loan Origination Date

3. Interest Rate %

4, Term

5. CHEFA Interest Expense

12 B7. Total Building Interest Expense (Al - A4 + B3)

(Carry Subtotals forward to next page )




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-27 Rev. 6/93

C. Expenditures Other Than Salaries (cont'd) - Interest and Insurance

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings L1.C 2541 9/30/2019 27 | 37
Item Total CCNH RHNS (Specify)

Subtolals Brought Forward:

12. C. Movable Equipment
1. Automotive Equipment

$

A, Ttem Rate Amount
Lender
Address of Lender

2. Other (Specify )

A Ttem Rate Amount
Lender
Address of Lender

B. Item Rate Amount
Lender
Address of Lender

12. €. 3. Total Movable Equipment Interest
Expense (C1 +2)

12.  D. Other Interest Expense {Specify)

b 8,780

8,780

INTEREST
13.  Total All Interest Expense (12B7 + 12C3 + 12D) $ 8,780 8,780
14.  Insurance
a. Insurance on Property (buildings only) $ 6,109 6,109
b. Insurance on Automobiles $
¢. Insurance other than Property (as specified above)
1. Umbrella (Blanket Coverage) h 42,970 42,970
2. Fire and Extended Coverage ¥
3. Other (Specifyy) $ 1,551 1,551

Other insurance, crime

14d. Total Insurance Expenditures (14a+ b + ¢j

e

50,629

50,629

15.  Total All Expenditures (A-13 thru C-14)

$] 3,669,862

8,669,862




State of Connecticut
Anmual Report of Long-Term Care Facility
CSP-28 Rev. 9/2018

D. Adjustments to Statement of Expenditures

Name of Facility License No, Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 23 | 37
Total
Ttem|Page |Line Amount of
No. | No. | No. Ttein Description Decrease CCNH RHNS {Specify)
Page 10 - Salaries and Wages
1, Outpatient Service Costs $
2. Salaries not related fo Resident Care ¥
3. Occupational Therapy $
4. Other - See attached Schedule $
Page 13 - Professional Fees
5. Resident Care Physicians *# $
6. Occupational Therapy $
7. Other - See attached Schedule $
Pages 15 & 16 - Adwministrative and General
8. Discriminatory Benefits $
9. Bad Debts $ () )
10, Accounting $
10a. Legal $
11. Telephone $
12, Cellular Telephone $
13. Life insurance preminms on the life
of Owners, Partners, Operators $
14, Gifts, flowers and coffee shops
15. Education expenditures to colleges or

universities for tuition and related costs
for owners and employees

16. Travel for purposcs of attending
conferences or seminars ouiside the
continental U.S, Other out-of-state

travel in excess of one representative $
i7. Automobile Expense (e.g. personal use) 5
18. Unallowable Advertising * $ 10,566 10,566
19 Income Tax / Corporate Business Tax $
20, Fund Raising / Contributions $
21. Unallowable Management Fees $
22. Barber and Beauty 3
23, Other - See attached Schedule b 30,700 30,700
Page 18 - Dietary Expenditures
24. Meals to employees, guests and others

who are not residents
Page 19 - Laundry Expenditures

25. Laundry services to employees, guests
and others who are not residents
Page 20 - Housekeeping Expenditures

26. Housekeeping services to employees, guests
and others who are not residents $
Subtotal (Ttems 1 -26) $ 41,266 41,266
* All except "Help Wanted". (Carry Subtotal forward to next page)

** Physicians who provide services to Title 19 residents are required fo bill the Depariment of Social Services directly for each individual resident.



Schedule of Other Salaries Adjustment

Attachment Page 28

Page Ref Llne Ref Descnpnon

CCNH

RHNS

{Specify)

Total Other Salaries Adjustment |

Schedule of Fees Adjustments

Page Ref Lme Ref Descrlptlon

CCNH

RHNS

{Specify)

Total Other Fecs Adjustments .

Schedule of Other A& G Adjustments

Page Ref Line Ref Description

_ (Specify)

Q6a QPENALTJES"

168 (EATEFEES

s

:;163.__'.'_:: SR

-:.PRIORPERIOD EXP'NSES .

Total 36the1'-A&GiAdj't_lstm¢hts B ? 'f B




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-29 Rev. 9/2018

D. Adjustments to Statement of Expenditures (cont'd)

Name of Facility License No. Report for Year Ended | Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 29 | 37
Total
Item | Page | Line Amount of
No. | No. [ No. Item Description Decrease CCNH RHNS (Specify)
Subtotals Brought Forward $ 41,266 | 41,266
Page 20 - Resident Care Supplies®**
27, Prescription Drugs b
28, Ambulance/Limousine $ 694 694
29, X-rays, etc $ 993 993
30, Laboratory b 2,994 2,994
31. Medical Supplies $
32. Oxygen (non emergency) b
33, Occupational Therapy $
34, Other - See Attached Schedule $ 28 28
Page 22 - Maintenance and Property : e i
335 Excess Movable Equipment Depreciation
See Attached Schedule
36. Depreciation on Unallowable
Motor Vehicles
37. Unallowable Property and Real
Estate Taxes
38. Rental of Building Space or Rooms
39. Other - See Attached Schedule
Page 27 - Insurance _
40, Mortgage Insurance $
41, Property Insurance $
Other - Miscellaneous
42, Other - Indirect $
43, Interest Income on Account Rec. 5
44, Other - Miscellaneous Administrative $
45, Management Fees Direct $
46, Management Fees Indirect $
47. Other - Direct $
Not For Profit Providers Only
48, Bailding/Non Movable Eq. Depreciation
Unallowable Building Interest -
See Attached Schedule

49. Total Amount of Decrease (Items I - 48)

o &2

45,974

45,974

¥k Ttems billed directly to Department of Social Services and/or Health Services in CT, or other states, Medicare, and private-pay residents. Identify
separately by category as indicated on Page 20,



Schedule of Other Ancillary Costs

Attachment Page 26ttachment Page 29

: -720

Page Ref Lme Ref Desm lptlon
: 5§l o

RHNS

(Spgcify) _

-_B:%AJ*

. PT Restdent Carc (for outpat:ent therapy see schedulc)
BYA. i i |8

BlOA

0T~R631dent Care {for outpattent therapy ‘se€" schedliie)- 5

Total Other Ancillary Costs = .

LA

Schedule of Excess Movable Equipment Depreciation

Page Ref Line Ref Description

CCNH

RHNS

(Specify)

Schedule of Other Property Adjustments

Page Ref Line Ref Description

- CCRH

RHNS

(Specify)

Total Other Property Adjustments. . ..« .1 o oo

Schedule of Other - Indirect Adjustments

Page Ref Line Ref

Description

CCNH

RHNS

20

AAL

- {Houskeeping Supplies'(for Outpatient Therapy - see schedulg) °

_(Specify)

20

48

Hcmsekeepmg purchased:setvices (for Outpatient Therapy see. scheduie)i :

22

GB 1

' “[Heat (for outpatient Therapy see: scheduie)

)

60

22

6D

Tk Lxght and Power (for outpauent thcrapy see schcdule) :

' :'::::-22_

SA chmr&ant (for outpattent therapy see scbedule.)- .




Total Ofher Adjustments . -«

age 29

Schedule of Other - Miscellaneous Adminisirative Adjustments

RHNS

Page Ref _Line Ref Description

(Specify)

Tntai:(.).tﬁér.AdjﬁSﬁhenis. S




Schedule of Other - Direct Adjustments

RHNS

Attachment Page 20

Page Ref Line Ref Description

CCNH

(Specify)

Total Other Adjustments -~ ;-

Schedule of Unallowable Building Inferest

Page Ref Line Ref Description

RHNS

(Specify)

Total Unalowable Building Infevest.




State of
Annual
CSP-30

Connecticut
Report of Long-Term Care Facility
Rev.10/2005

F. Statement of Revenue

Name of Facility License No,
Universal Healthcare Holdings L1.C 2541

9/30/2019

Report for Year Bnded

Ttemn

L Resident Room, Board & Routine Care Revenue

1. a. Medicaid Residents (CT only ) $] 8217421 | 8217421
b. Medicaid Room and Boeard Contractual Allowance ** $
2. a. Medicaid (Al other states ) $
b. Other States Room and Board Contractual Allowance ** $
3. a. Medicare Residents (all inclusive) $ 749,591 749,591
b. Medicare Room and Board Contractual Allowance ** ¥
4. a. Private-Pay Residents and Other b 55,160 55,160
b. Private-Pay Room and Board Contractual Allowance ** $
II. Other Resident Revenue :
1. a. Prescription Drugs - Medicare 5 66,575 66,575
b. Prescription Drugs - Medicare Contractual Allowance ** $ (66,575) (66,575)
¢. Prescription Drugs - Non-Medicare 3 44,300 44,300
d. Prescription Drugs - Non-Medicare Contractual Allowance ** 3 (44,300) (44,300}
2. a. Medical Supplies - Medicare 3 415 415
b. Medical Supplies - Medicare Contractual Allowance ** $ (415) (415}
c. Medical Supplies - Non-Medicare 3 737 737
d. Medical Supplies - Non-Medicare Contractual Allowance *# 3 (737 (737}
3. a. Physical Therapy - Medicare $ 116,864 116 864
b. Physical Therapy - Medicare Contractial Allowance ** 3 (71,448) (71,448)
¢. Physical Therapy - Non-Medicare 3 96,536 96,536
d. Physical Therapy - Non-Medicare Contractual Allowance ** 3 (96,536) (96,536}
4. a. Speech Therapy - Medicare 3 16,862 16,862
b. Speech Therapy - Medicare Contractial Allowance ** 3 (9,052) (9,052)
¢. Speech Therapy - Non-Medicare 3 11,251 11,251
d. Speech Therapy - Non-Medicare Contractual Allowance ** 3 (11,251) (11,251}
5. a. Occupational Therapy - Medicare $ 164,348 164,348
b. Occupational Therapy - Medicare Contractual Allowance ** 3 (88,532) (88,532)
c. Occupational Therapy - Non-Medicare $ 93,658 93,658
d. Occupational Therapy - Non-Medicare Contractual Allowance ** $ (92,791) (52,791)
6. a. Other Specify) - Medicare 3
b. Other (Specifi) - Non-Medicare $ 42,177 42,177
1L Total Resident Revenne (Section [ thru Section 11.) 3| 9194258 | 9,194,258

IV. Other Revenue*

Meals sold to guests, employees & others

Rental of rooms to non-residents

Telephone

Rental of Television and Cable Services

Interest Income (Specify)

Private Duty Nurses' Fees

Al EAl Bl Pl R L o

Barber, Coffee, Beauty and Gift shops

& | o |es o8 [eh o [or |68 |0 [0

8. Other (Specify )} 10,320 10,320
V. Total Other Revenne (1 thru 8) 10,320 10,320
VI Total All Revenue (O +V) 9,204,578 | 9,204,578

* Facility should off-set the appropriate expense on Page 28 or Page 29 of the Cost Report.

*¥ Facility should report all contractual allowances and/or payer discounts.



Altachment Page 30

Scliedute of Other Resléent Revenas - Madlrara

Related Exp

Prjge Rel Description CCNH R.E:NS Specliy)
'--'1IahMe_Ldica'r=" R TN e
- [Lab Medieare Ca, - $- - (13T
| Onypen Medicare AR
. WME&IOU&CA
. Egmgmeﬂlnntal
~ | Equipmeed remal CA
: Pon Thirapy
" |Pein Therpy-ca
herapy Beds Medjcare.
. Thmpy Bedy Mrdlcare CA
Rudmlagz Medichs
B RndmluﬂMzdncnu CA
i} IVThtEg! e
T¥ Thegapy CA

— “45 =
(2,145}

Y Ry
. {sEd)

6332
I D)

edical Tronsportation O -
| Gitigose fésting.
| Cliwose teming €A
Oulpaiicif herzipy Medigars

B S e e A rs T e T

'Total Othier Resident Roverns - Medicare -

Schedule of Cther Nou-Medicare Resident Ravecue

Relsted Exp

Page Rel Descripilon

S R

Eab €A "~
{Omign

- {onymenCa: -

| Bovipment il "o 7

B et CA i

RHNS (Specify)

{5.820) i

Pt Therapy -
~ | Peii Therapy CA
Tt B
B ThermBed C
|Radiskgy
“{Radialagy O
- Medical Transpodtalios -
{Medical Transporation CA'

. {lucoss Testing' 7 :
= Gluwse'rmmgm
IV iy
{1V tkerany €A
- | Fle shat révenne
| Cutnaticnl theiapy
{Quigalieat e ropy CA
[prior Jueriod fevenie i

_07ass

|opiuni B :
IQEW:EIBC:A.'.‘. L (58.748))|
CIAVRE- - (6373
|rounding - B
Totel Dther Residont Revenna . Coadrrfe o g
Interesi Income
Agronnt

59Ref Account Balance con| s (Specity)
[N'I'ERFSTWCUME > X E BEAEDY IR TR

Tatal Tnferesd Fivoto -

Schedule of Other Revenue

Page Re[ D:st_]:l;gunn

'nmsv[stog INCOME &7
ZCONCESSIONS § VENDING INCOME -
RESIDENTLATE FRE REVENUE -
: RESIDENTA’[‘I‘ORNEYFEEREVH\TU‘E =
.7 ITFLEPHONE INCOME - o

- OTHER INGOME. . 2
- {OPTEM nmmmnsmzvmx«:

OPTOM OUTLIERS - -5 o
oo OTHER INCOME: umsommu
- _: ALLDwAsREvmm B

1Specity)

Totat OL‘nrr'Rovemxn

IU.E_ZI.IF o




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-31 Rev. 6/95

G. Balance Sheet

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 31 | 37
Account Amount
Assets
A, Current Assets
1. Cash (on hand and in banks ) $ 2,900
2. Resident Accounts Receivable (Less Allowance for Bad Debts) $ 1,265,357
3. Other Accounts Receivable (Excluding Owners or Related Parties) $
4  Inventories $
5. Prepaid Expenses $
a. Prepaid Insurance 84,094
b. Prepaid Property Taxes 71,179
¢. Prepaid Expenses Other 1,560
d. See Schedule
6. Interest Receivable
7. Medicare Final Settlement Receivable
8. Other Current Assets (itemize )
Due From (to) Related Parties (30,5200
Other Owners reserves
See Schedule
A-9. Total Current Assets (Lines Al thru 8)
B.  Fixed Assets
1. Land $
2. Land Improvements *Historical Cost $
Accum. Depreciation Net
3. Buildings *Historical Cost $
Accum, Depreciation Net
4. Leasehold Improvements *Historical Cost 10,174 b 10,030
Accum. Depreciation 143 Net
5. Non-Movable Equipment *Historical Cost $
Accum. Depreciation Net
6. Movable Equipment *Historical Cost 117,326 $ 106,125
Accum. Depreciation 11,200 Net
7. Motor Vehicles *Historical Cost $
Accum, Depreciation Net
8. Minor Equipment-Not Depreciable $
9. Other Fixed Assets (itemize) $ 10,916
Construction in Progress 10,916
See Schedule
B-10.  Total Fixed Assets (Lines Bl thru 9) $ 127,071

* Historical Costs must agree with Historical Cost reported in Schedules on
Depreciation and Amortization (Pages 23 and 24).

(Carry Total forward to next page)




Schedule of Prepald Expenses Page 31 Tine AS

Attachument Page 31-34

Page Ref _Line Rel Description

Tital Prepald Expenkes .

Bchedule of Other Corrent Assels Gtemized) Page 31 Line A8

Page Ref Line Ref Description

Total Other Curreiit- Assets (ftemlre)

Schedute of Other Fixed Assets (lemize) Page 31 Lize B9
Page Ref  Iine Rel Descriptlen
‘Fotat Other Dihér Fixed Assets {endze) s

Schedule af Other Assets Page 32 Line D7

Page Rel Line Rel Description

Totat Other dseéts

Schedude of Netes Payable (Ttemlze) Page 33 Line A2

Fage Ref _Line Ref Description __

Tuial Nn[ear_!?ajn‘b_la. -

Schedute of Qther Current Liabflltes (Hemlze) Page 32 Line 412

Page Ref 1ine Rel Deseription

‘Fatal Othes: Currerit Liabdllles (Itenize). .

Schedule of Other Long-Term LlabBltles (femize) Page 34 Line B4

Page Rel Line Rel Deccription

Total Other Current Lizhilfles (Hemize)




State of Connecticut
Annual Report of Long-Term Care Facility
CSP-32 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 32 | 37
Account Amount
Total Brought Forward:|$ 1,521,641
C.  Leasehold or like property recorded for Equity Purposes.
1. Land $
2. Land Improvements *Historical Cost
Accum, Depreciation Net $
3. Buildings *Historical Cost
Accum. Depreciation Net $
4. Non-Movable Equipment *Historical Cost
Accum. Depreciation Net $
5. Movable Equipment *Historical Cost
Accum, Depreciation Net $
6. Motor Vehicles *Historical Cost
Accum. Depreciation Net $
7. Minor Equipment-Not Depreciable $
C-8 Total Leasehold or Like Properties (C1 thru 7) $
D. Investment and Other Assets
1. Deferred Deposits $
2. Escrow Deposits $
3. Organization Expense *Historical Cost
Accum. Depreciation Net $

4. Goodwill (Purchased Only)
5. Investments Related to Resident Care (itemize )

Patient Trust Funds 41,772
Long Term Deposit - primecare 13,305
6. Loans to Owners or Related Parties (ifemize )
Name and Address Amount Loan Date

7. Other Assets (itemize )

See Schedule o
D-8. Total Investments and Other Assets (Lines D1 thru 7) $ 55,077
D-9. Total All Assets (Lines A9 + B10 + C8 + D8) 3 1,576,718

* Historical Costs must agree with Historical Cost reported in Schedules on Depreciation and Amortization (Pages 23 and 24).



State of Connecticut
Annual Report of Long-Term Care Facility
CSP-33 Rev. 6/95

G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 33 | 37
Account Amount
Liabilities
A Current Liabilities
1. Trade Accounts Payable $ 264,500
2. Notes Payable (itemize ) $ 134,681
Working Capital Line of Credit 134,681
See Schedule
3. Loans Payable for Equipment (Current portion ) (itemize )
Name of Lender Purpose Amount Date Due

4. Accrued Payroll (Exclusive of Owners and/or Stockholders only)
5. Accrued Payroll (Owners and/or Stockholders only)

6. Accrued Payroll Taxes Payable
7
8
9

355,059

Medicare Final Settlement Payable
Medicare Current Financing Payable
. Mortgage Payable (Current Portion )
10. Interest Payable (Exclusive of Owner and/or Related Parties )
11. Accrued Income Taxes*
12. Other Current Liabilitics (itemize )

e Iealoaloa e o 9P e

Related Party Payables 81,631
Accrued Expenses 39,210
Accrued Resident User Fees (1,913)
Accrued Workers Comp Expense 77,063 Sec Schedule l
A-13. Total Current Liabilities (Lines Al thru 12) E 950,231
* Business Income Tax {not that withheld from employees). Attach copy of owner's Federal Tncome (Carry Total forward to next page)

Tax Retum.
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G. Balance Sheet (cont'd)

Name of Facility License No. Report for Year Ended Page of

Universal Healthcare Holdings LLC 2541 9/30/2019 34 j 37
Account Amount

Total Brought Forward: 950,231

Liabilities (cont'd)
B.  Long-Term Liabilities

1. Loans Payable-Equipment (itemize )

Name of Lender

Purpose

Amount Date Due

2. Mortgages Payable

3. Loans from Owners or Related Parties (itemize )

Name and Address of Lender Amount Loan Date
4. Other Long-Term Liabilities (itemize )
Patient Trust Funds 41,772
See Schedule

B-5. Total Long-Term Liabilities (Lines Bl thru 4)

41,772

C. Total All Liabilities (Lines A~13 + B-5)

992,003
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G. Balance Sheet (cont'd)

Reserves and Net Worth
Name of Facility License No, Report for Year Ended Page of
Universal Healthcare Holdings LI.C 2541 9/30/2019 35 ! 37
Account Amount

A.  Reserves

1. Reserve for value of leased land $

2. Reserve for depreciation value of leased buildings and appurtenances

to be amortized $

3. Reserve for depreciation value of leased personal property (Equity) $

4. Reserve for leasehold real properties on which fair rental value is based $

5. Reserve for funds set aside as donor restricted $

6. Total Reserves $
B. Net Worth

1. Owner's Capital $

2. Capital Stock $

3. Paid-in Surplus $

4. Treasury Stock $

5. Cumulated Earnings $ 50,000

6. Gain or Loss for Period 10/1/2018 thru 9/30/2019 |$ 534,716

7. Total Net Worth $ 584,716
C.  Total Reserves and Net Worth 3 584,716
D.  Total Liabilities, Reserves, and Net Worth $ 1,576,718
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H. Changes in Total Net Worth

Name of Facility License No. Report for Year Ended Page of

Universal Healthcare Holdings LLC 2541 9/30/2019 36 | 37
Account Amount

A.  Balance at End of Prior Period as shown on Report of 09/30/2018 $

B.  Total Revenue (From Statement of Revenue Page 30) $ 9,204,578

C. Total Expenditures (From Statement of Expenditures Page 27) $ 8,669,862

D. Net Income or Deficit $ 534,716

E. Balance $ 534,716

F.  Additions

1. Additional Capital Contributed (itemize )

2. Other (itemize)

Total Additions

Deductions
1. Drawings of Ovwmers/Operators/Partners (Specify)

Name and Address (No., City, State, Zip)

Title

Amount

2. Other Withdrawings (Specify)

Purpose

Amount

3. Total Deductions

Balance at End of Period 09/30/19

el s

334,716
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L. Preparer's/Reviewer's Certification

Name of Facility License No. Report for Year Ended | Page of
Universal Healthcare Holdings LLC 2541 9/30/2019 37 | 37

Check appropriate category

Chronic and Convaiescent Nursing Rest Home with Nursing

Home only (CCNE) Supervision only (RHNS) 0 (Specify)

Preparer/Reviewer Certification

T have prepared and reviewed this report and am familiar with the applicable regulations governing its preparation. I
have read the most recent Federal and State issued field audit reports for the Facility and have inquired of apprepriate
personnel as to the possible inclusion in this report of expenses which are not reimbursable under the applicable
regulations. All non-reimbursable expenses of which T am aware (except those expenses known to be automaticatly
removed in the State rate computation systern) as a result of reading reports, inquiry or other services performed by me
are properly reported as such in this report on Pages 28 and 29 (adjustments to statement of expenditures). Further, the
data contained in this report is in agreement with the books and records, as provided to me, by the Facility.

Signature of Preparer Title Date Signed

Printed Name of Preparer

iCare Management, LLC

Addres Address Phone Number
341 Bidwell Street, Manchester, CT 06040 R860-570-2140
Contacted Person Regarding Additional Information Needed Regarding This Report Phone Number
Contact Email Address

State of Connecticut 2019 Annual Cost Report Verston 13.1



